Background: Telemedicine appears to be ready for wider adoption. Although existing research evidence is useful, the adoption of routine telemedicine in healthcare systems has been slow. Objective: We conducted a study to explore the current use of routine telemedicine in Norway, at national, regional, and local levels, to provide objective and up-to-date information and to estimate the potential for wider adoption of telemedicine. Design: A top-down approach was used to collect official data on the national use of telemedicine from the Norwegian Patient Register. A bottom-up approach was used to collect complementary information on the routine use of telemedicine through a survey conducted at the five largest publicly funded hospitals. Results: Results show that routine telemedicine has been adopted in all health regions in Norway and in 68% of hospitals. Despite being widely adopted, the current level of use of telemedicine is low compared to the number of face-to-face visits. Examples of routine telemedicine can be found in several clinical specialties. Most services connect different hospitals in secondary care, and they are mostly delivered as teleconsultations via videoconference. Conclusions: Routine telemedicine in Norway has been widely adopted, probably for geographical reasons, as in other settings. However, the level of use of telemedicine in Norway is rather low, and it has significant potential for further development as an alternative to face-to-face outpatient visits. This study is a first attempt to map routine telemedicine at regional, institutional, and clinical levels, and it provides useful information to understand the adoption of telemedicine in routine healthcare and to measure change in future updates.
telemedicine activities in Norway. The survey showed variations between health regions with respect to both the type and the number of activities, and it found that telemedicine was provided as a routine service only to a minor degree (19) . In 2005, the Northern Norway Regional Health Authority initiated a review to clarify which telemedicine services could be escalated into largescale use. Candidates for large-scale implementation included teleradiology, digital communication and integration of patient records and education, teledialysis, emergency medicine, telepsychiatry, teledermatology, pediatrics, district medical centers, teleophthalmology, and teleotorhinolaryngology (20) . More recently, the Norwegian Ministry of Health commissioned the NST to recommend telemedicine services which were ready for large-scale implementation in the health service, together with the necessary actions to secure a successful dissemination of the services (21) . Despite this monitoring activity, a comprehensive picture of the current adoption and level of use of routine telemedicine in Norway is still missing. Moreover, a framework for reporting telemedicine utilization at national and global levels is still lacking.
We conducted a study to explore the current adoption and utilization of routine telemedicine in the Norwegian healthcare system at national, regional, and local levels, and to discuss the potential for wider adoption. Routine use is defined as an application which has entered everyday use, typically after a minimum of 1 year in service (22) . We did not focus on telemedicine services implemented as pilot projects. The findings of this study aim to bridge the gap between research, policy, and practice (23) , thus supporting both decision makers about defining proper action strategies to integrate telemedicine in healthcare systems and practitioners about implementing it in routine clinical practice.
Methods
We used two different and complementary approaches to collect information about routine telemedicine in Norway. A top-down approach was used to collect official data on the national use of telemedicine from the Norwegian Patient Register (NPR). A bottom-up approach was used to collect complementary information through a survey conducted at the largest publicly funded hospitals in Norway.
National data
The NPR is a central health registry that was established in 1997 and is run by the Norwegian Ministry of Health. The NPR was established to provide data for planning, evaluation, and financing of publicly funded specialized healthcare, and also for medical and health services research. The NPR contains data regarding outpatient care delivered by hospitals with activity-based financing. Therefore, only telemedicine contacts that are reimbursed to hospitals are included. In Norway, a 'telemedicine contact' is defined as the use of videoconferencing to perform an outpatient consultation, examination, or treatment at a distance. This means that the contact between patient and physician takes place simultaneously in two different locations (24) . The use of store-andforward telemedicine, such as the transmission of still images, is not covered by any reimbursement scheme in Norway. Contacts occurring by telephone, short message service (SMS), or similar means are not considered as telemedicine contacts. The reimbursement of a telemedicine contact delivered via videoconference is equal to that of a traditional outpatient visit.
A formal request was sent to the NPR in February 2012 to obtain data regarding telemedicine activities. This study did not involve human participants. We collected anonymized information on the number of telemedicine contacts. No personally identifiable data related to individuals were collected. Ethical approval from the Regional Ethics Committees and consent were therefore not required, according to the Norwegian Health Research Act (25) and the Personal Data Act (26) . The request was approved by the Norwegian Ministry of Health, and completed data were delivered in August 2012. Data were stratified for health regions (northern Norway, central Norway, western Norway, and southeastern Norway), by hospital, by year (2009, 2010, and 2011) , and by clinical specialty. Adoption was expressed as the percentage of the number of adopters over the potential users (27) . In addition, the potential number of cases where telemedicine could be used instead of a traditional face-to-face visit was estimated. Data on the number of outpatient visits were thus collected from the NPR.
Local data
Since data from the NPR only cover telemedicine contacts for which a reimbursement is possible (i.e. where videoconferencing is used), we conducted a survey at the largest publicly funded hospitals in Norway to collect complementary information on the routine use of telemedicine. We selected five hospitals in the four health regions: the University Hospital North Norway in northern Norway, the St. Olavs University Hospital in central Norway, the Haukeland University Hospital and the Stavanger University Hospital in western Norway, and the Oslo University Hospital in south-eastern Norway. All of these hospitals are hospital trusts and are connected with local hospitals.
In our survey, telemedicine services were classified according to the type of technology or modality into:
1. Synchronous services (use of videoconferencing); 2. Asynchronous services (use of email and/or other electronic messaging); or 3. Both synchronous and asynchronous services; and according to the nature of the consultation into:
1. A telemedicine consultation (assessment, evaluation, treatment, or management of a patient) between a specialist and another specialist, a doctor, and/or other health personnel; or 2. A home-monitoring service between the patient and doctor.
First contact was made at the Regional Health Authority, the information and communications technology (ICT) department, the clinical divisions, or the integrated care department. A list of people involved in the provision of telemedicine (clinicians, nurses, advisors, ICT professionals, and heads of departments) was then provided by our first contact. At the University Hospital of North Norway, due to the presence of the NST as a competence center, the survey was based on a list of telemedicine services and contact persons provided internally. The data collection period lasted from May 2012 to the end of November 2012.
The contacts identified were asked to answer a questionnaire, either through interview or by email, which was structured as follows:
1. Medical field 2. Short description of the telemedicine service 3. Is it a routine service or a project? 4. Which other institutions are involved? 5. How long has the service existed (approximately)? 6. How many times did you provide the telemedicine service in 2011 (approximately)? 7. When was the last time you provided a telemedicine service? 8. Is it a synchronous or asynchronous service, or both? 9. Is it a telemedicine consultation or a homemonitoring service?
The survey did not involve collecting data about human participants. We collected anonymized and qualitative information on routine services. No personally identifiable data related to individuals were collected, and no information was obtained from the Electronic Health Record (EHR) systems of the hospitals. According to the Norwegian Health Research Act (25) and the Personal Data Act (26) , ethical approval and consent were thus not required for the survey. All interviewees were asked and approved that the results of the survey would be publicly available and published.
Results

National data
Data regarding the routine use of telemedicine contacts were available for 2009, 2010, and 2011. The overall use of telemedicine followed an irregular trend over 3 years. The level of use decreased considerably from 2009 to 2010, and then it increased again in 2011 ( Table 1 ). All four health regions in Norway reported use of telemedicine, with a consequent 100% adoption at the regional level. In 2011, 54% and 45% of the overall telemedicine contacts were reported in northern Norway and western Norway, respectively, thus representing almost the whole national activity. Central Norway and south-eastern Norway showed low levels of activity. In 2011, there were 4.9 million outpatient visits in the four health regions. There were 1,827 telemedicine episodes (i.e. 0.04% of the total). Northern Norway reported the highest relative use of telemedicine contacts, according to the total number of face-to-face visits.
The four health regions deliver healthcare services through 28 hospitals (Appendix 1). Nineteen out of 28 hospitals reported that they had used telemedicine during the 3-year period, with a consequent 68% adoption at the institutional level. However, some hospitals did not use telemedicine continuously over the period. The number of hospitals providing more than 50 telemedicine contacts every year decreased from nine in 2009 to only three in 2010 and 2011. The University Hospital of North Norway in northern Norway and the Stavanger University Hospital in western Norway covered most of the telemedicine contacts in 2011 (90%). These two hospitals had also the highest relative use of telemedicine compared to the total number of face-to-face outpatient visits. The other hospitals delivering routine telemedicine provided little telemedicine activity. The main use of telemedicine was for neurosurgery (Table 2) . Neurosurgery was the only clinical area with a relatively high use of telemedicine compared to the total number of outpatient visits (5.5% in 2009). Other clinical specialties also reported the use of telemedicine, but only in the range of a few hundred cases every year. These included physical medicine and rehabilitation, cardiovascular diseases, eye diseases, skin and venereal diseases, female diseases and obstetrics, children's diseases, and orthopedics. A lower level of telemedicine activity was reported for the remaining clinical areas. The use of telemedicine in relation to the clinical specialties differed from hospital to hospital (Appendix 2). Six hospitals had 10 or more clinical areas involved in the provision of routine telemedicine.
Local data A total of 75 telemedicine services were identified in the survey. Of these, 50 were excluded because they were not routine services but still pilot projects. Of the remaining 25 routine telemedicine services, eight were operational at the University Hospital of North Norway, three at the St. Olavs University Hospital, eight at the Haukeland University Hospital, two at the Stavanger University Hospital, and four at the Oslo University Hospital. The 25 routine services were implemented in several clinical fields (Table 3 ). Most routine telemedicine was delivered through synchronous services via videoconference. The remaining services were asynchronous or used a combination of both synchronous and asynchronous technologies. These telemedicine services were provided from the large hospitals to institutions at different healthcare levels (Table 4) . Most services (12 out of 25) operated with other hospitals at the secondary care level, either belonging to the same health trust or in other health trusts. The second category of telemedicine services (8 out of 25) operated at the primary care level, serving general practitioners, district medicine centers, nursing homes, and homecare. The remaining services were provided to oil platforms and ships.
Some routine telemedicine services had been in use for more than 15 years (Table 5) . Maritime medicine has been used in Norway since 1949, when medical guidance was given by telephone, and since the early 1990s images have been sent from ships to hospitals for diagnosis.
Teledermatology started in 1998, when dermatological images were first sent by general practitioners to hospitals. Telepathology has existed since the late 1990s. Few telemedicine services (four out of 25) became operational in 2012.
The majority of routine telemedicine services (21 out of 25) provided teleconsultations for the assessment, evaluation, treatment, or management of patients. Three services were delivered as home monitoring, while one service consisted of both teleconsultations and home monitoring.
Telemedicine services in secondary care
In pulmonary medicine, videoconferencing was used, together with clinical data on lung function and CT images, for the assessment of patients with lung diseases in local hospitals. Specialists analyzed this information and made suggestions about additional examinations, treatment, and time for surgery. A similar service was used in cardiology, in which electrocardiography (ECG) and coronary angiography were evaluated. In oncology, decision support regarding chemotherapy treatment and symptom management was provided to local hospitals and district medicine centers via videoconference. Videoconferencing was also used by radiotherapy departments to communicate with other hospitals for assessment, procedures, and administration of patient cases. The same principle for decision support and second opinions was provided by hospitals within several fields, such as gynecology and obstetrics, where the patient pathway (e.g. pre-operative assessment) and distribution of tasks were discussed, and patient's information (e.g. X-rays) exchanged electronically. In pathology, videoconferencing was used to discuss kidney biopsy cases between hospitals. Pathology departments could also send sections from digital microscopes for postoperative diagnosis of cancer. In neurology, telestroke was used to assess patients' conditions after acute stroke and support thrombolysis. In nephrology, renal departments at specialist hospitals provided teledialysis to remote satellite dialysis units without nephrologists via videoconference. In dermatology, for instance, second opinions were provided by a specialist hospital to a rehabilitation hospital via videoconference for the assessment of patients with bedsores. In psychiatry, regional hospitals used videoconferencing to cooperate regarding the admission of patients to the regional security department. A decentralized on-call service via videoconference was used for adults with mental health problems, and a similar service was provided to regional child and adolescent psychiatry centers. Finally, the surgical department of one hospital offered a service for burn injuries with national responsibility in this field to other national hospitals. Digital images of the damaged area were transmitted electronically, and specialists gave advice on whether patients should be transferred and on which type of treatment should be provided. The numbers of teleconsultations reported are summarized in Table 6 .
Telemedicine services for primary care and homecare In pulmonary medicine, a decentralized telemedicine service was provided for chronic obstructive pulmonary disorder (COPD) patients at risk of exacerbation. Patients were monitored remotely with a briefcase equipped with a laptop, alarms, a spirometer, and a pulse oximeter, and via two-way videoconference. In 2011, 730 teleconsultations were performed by one hospital for 73 patients. In cardiology, telemedicine services were provided for patients with disturbance in heart rhythm and severe heart failure, and for patients with implantable defibrillators and pacemakers, serving approximately 300 patients per year. In orthopedics, videoconferencing was provided to evaluate patients before or after a hospital stay near their homes. Another service was offered to a district medical center for patients injured or undergoing surgery. X-rays were transferred electronically and integrated into the Electronic Patient Record (EPR), and teleconsultations with specialists allowed referrals and follow-up via videoconference. Teledermatology is one of the oldest telemedicine services in Norway, and it is used by general practitioners to send digital images to specialists for diagnosis and treatment. Another service was provided by an outpatient clinic for wound treatment in home nursing. Pictures of leg ulcers taken with digital cameras or mobile phones were sent together with assessments and questions through an Internet-based program.
Telemedicine services for oil platforms and ships Telemedicine was used in emergency medicine by hospitals to support 34 oil platforms in the North Sea with diagnostic help, clinical evaluation, and guidance. Communication was provided via videoconference, and biological parameters were transmitted and visible on monitors at both sites. Telemedicine was also used to provide medical support to ships over large distances, serving approximately 1,000 patients per year. Previous transfer of images has been replaced by videoconferencing, which is used by the doctor on call.
Discussion
Potential for wider adoption and utilization While all the four health regions in Norway reported the use of routine telemedicine, its adoption at the institutional level reaches 68%. Due to the long experience in implementing telemedicine services nationally and due to current evidence of telemedicine's benefits globally, we believe that telemedicine in Norway can be potentially adopted by all 28 publicly funded hospitals, which represent all the potential users in secondary care. Most telemedicine contacts (90%) included in the registry were provided by two hospitals in northern Norway and western Norway, as confirmed by the survey. This might be the result of contextual factors, such as long distances, which characterize those regions. We therefore assume that the level of use of telemedicine is generally higher in countries or areas characterized by major geographical needs. Despite telemedicine being widely adopted in Norway, its level of use locally is still low. Data at the institutional level (Appendix 1) show that the delivery of telemedicine contacts represents up to about 1% of the total number of face-to-face outpatient visits. In most hospitals, however, the relative level of use of telemedicine is much lower. A few examples about the use of telemedicine teleconsultations compared to face-to-face visits can be used as reference. In neurology, store-andforward telemedicine via email was used to handle just over one-half (54%) of the GP referrals (28) . In dermatology, for trials using videoconferencing, the mean proportion of patients who avoided travel was approximately 70%, while for trials using store-and-forward telemedicine it was 43% (29) . These data suggest that there is the potential to avoid a substantial proportion Á maybe even half Á of face-to-face visits to outpatient clinics by using telemedicine. Several of the Norwegian hospitals delivering routine telemedicine have services in 10 or more clinical areas. This means that when telemedicine is adopted by a hospital, it is more likely that services are offered through the whole organization. Neurosurgery is the field with the highest relative use of telemedicine, where the delivery of telemedicine contacts represents about 5% of the total number of face-to-face outpatient visits. This level might, in principle, represent a potential target by hospitals in other clinical areas.
There are few studies regarding the routine adoption of telemedicine in healthcare systems around the world, and no comprehensive data on telemedicine activities in Norway have been published before. In a recent study, Mars and Scott (30) identified 210 reports of telemedicine services, 77 of which provided sufficient data to calculate the number of consultations per site per week as a metric to compare the level of usage. The average use was low: 1.8 consultations per site per week. Data collected from the NPR show an average use of routine telemedicine in Norway of 2.7 consultations per healthcare organization per week in 2011, but the rate per site was not available. We also compared ( Table 7 ) the use of routine telemedicine in Norway with that in other statewide telemedicine networks (31Á37). The use of telemedicine in Norway is (38) , respectively, a higher use compared to routine teledermatology in Norwegian hospitals (Table 6 ).
Routine telemedicine services
The NPR has the principal advantage of being a centralized database at the national level, thus making possible systematic, reliable, and efficient data collection from all publicly funded hospitals. However, data from the registry only cover telemedicine contacts for which a reimbursement is possible (i.e. where videoconferencing is used). Our survey provided complementary, more qualitative, and detailed information on the routine use of telemedicine. The numbers of teleconsultations identified in the survey are consistent with those collected from the NPR. The University Hospital of North Norway, for instance, reported 848 episodes in the NPR (Table 2 ) and about 700 in the survey (Table 6 ) in 2011. This means that the results from the survey are representative of the current use of telemedicine at the five hospitals. Most routine telemedicine services identified in the five largest public hospitals connected hospitals at the same healthcare level, while there were fewer telemedicine services connecting secondary care with primary care (e.g. general practitioners) and only limited routine telemedicine in home monitoring. Despite the lack of comparable data globally, we believe that the preponderance of specialist telemedicine services is common in many countries. Moreover, the majority of the telemedicine services were synchronous and used videoconferencing, while fewer services were asynchronous. This might stem from the reimbursement scheme currently in use in Norway, which represents an implementation factor. However, asynchronous services in telemedicine technologies are also used to support decentralized services, offering to specialists more flexibility related to response time as well as a more optimized basis for decision making.
One of the telemedicine services with the highest activity was provided for pulmonary medicine by the largest Norwegian hospital (Oslo University Hospital) ( Table 6 ). This service consisted of teleconsultations via videoconferencing with six minor hospitals in the same region to evaluate patients for lung surgery. Two home-monitoring services can also be distinguished due to high volumes. The Haukeland University Hospital in the Western Norway Regional Health Authority remotely followed 370 patients with implantable cardioverter defibrillators (ICDs) at home. ICDs are monitored automatically, and specialists can access patient data from any available PC. Another home-monitoring service was used by the Stavanger University Hospital in the Western Norway Regional Health Authority to follow up on COPD patients discharged from the hospital, to prevent readmissions, and to detect exacerbations early. A well-used service (both synchronous and asynchronous) was run by the Norwegian Centre for Maritime Medicine at the Haukeland University Hospital. Radio Medico Norway has been providing medical guidance to ships by telephone since 1949, currently serving 1,000Á1,200 patients a year. In the 1990s, most commercial ships were equipped with a digital camera, and transfer of pictures via e-mail became an efficient support mechanism for medical diagnoses. In August 2012, videoconferencing was installed at the center and on a mobile PC to be used by the doctor on call, while ships were provided with ultrasound, ECG, an ophthalmoscope, and a high-definition camera.
Implementation factors
Although analysis of the factors affecting adoption is beyond the scope of the present study, we speculate that the routine use of telemedicine can be related to implementation factors, such as organizational, contextual, and policy issues, which act as facilitators, or barriers, for the integration of telemedicine in healthcare organizations and clinical practices (13, 39Á41). Over the years, Norway has developed several plans for the promotion of ICT in healthcare. These strategies supported investment in standardization (e.g. EPRs), with a consequent positive impact on the further implementation of telemedicine. Videoconferencing between healthcare institutions is delivered inside the Norwegian Health Network, which provides a high level of security. The routine use of videoconferencing by the health personnel can be observed by the growing number of these services. The diffusion of picture-archiving and communications systems (PACS) in hospitals made teleradiology an integral part of routine clinical practice, so that today the term 'teleradiology' is not in use any longer. Reimbursement policies represent another facilitator, or barrier, for the diffusion of telemedicine services. Norway was the first country to develop a specific reimbursement for telemedicine in 1996, for both synchronous and asynchronous services, with a consequent rise of telemedicine activities in the subsequent decade. However, more recent policies limit reimbursement to the use of videoconferencing, thus affecting the trend regarding use of telemedicine activities in the last few years. In addition, the current reimbursement scheme does not produce any incentive for general practitioners, which represents a further obstacle to the implementation of telemedicine, especially for services connecting secondary care with primary care. These considerations are in line with findings from other studies.
The lack of success of telepsychiatry in Australia, for instance, might be due to both insufficient reimbursement and the consequence of not addressing other conditions required for the successful integration of telemedicine into routine clinical practice (42) . In contrast, the provision of teledermatology in the United States is supported by different payment methods, including private payers, selfpayers, Medicaid, Medicare, HMOs, and contract-based services (38) .
Limitations
We acknowledge some limitations in our study. Data in the NPR contain only telemedicine contacts for which a reimbursement was possible (i.e. where videoconferencing was used) and a request for payment was forwarded to the regional authority. All other telemedicine activities (e.g. store-and-forward) are excluded. Moreover, comparable data were available for only 3 years. As a consequence, we were not able to identify a longer term trend of telemedicine activities over the last decade. The main limitation regarding the survey was related to the volume of routine telemedicine services identified. We decided to conduct the survey at the five largest hospitals from the four health regions in Norway. However, there are also other smaller hospitals which deliver routine telemedicine. These can be included in future work. Moreover, hospitals in Norway do not currently have a formal overview of their telemedicine services, thus making a survey difficult, especially for large and complex healthcare organizations such as those included in this study. However, after conducting this study, the hospitals became aware of the importance of having a clear picture of their telemedicine activity and are willing to have this included in future updates.
Future implications and framework for reporting of telemedicine utilization
The present study is a first attempt to map national routine telemedicine with objective and up-to-date information of its usage at regional, institutional and clinical levels. Previously, such a comprehensive picture in Norway was missing, and a framework for reporting of telemedicine utilization at the national and global levels was lacking. Moreover, little published data exist for international comparison, and no other study has reported comparable details. The dearth of similar data from other countries made it difficult to report our results for international comparison. It would therefore be premature to comment on the rate of telemedicine usage in Norway relative to that in other countries or networks (Fig. 1) . Further work is needed to obtain more comprehensive data from around the world, from both high-income countries and low-and middle-income countries, and to monitor the uptake of telemedicine from year to year in those countries. We believe that future studies would be much facilitated by recording and reporting data in a standardized fashion. This study provides a baseline to measure changes in future updates to give a more complete picture on the adoption of telemedicine in the Norwegian healthcare system and to report further implementation of telemedicine services. The methodology used in this study can be extended to other countries, including low-and middle-income countries, to provide additional insights about how the adoption of routine telemedicine can vary across different healthcare systems and policies, thus contributing to a common platform which can inform and support evidence-based health policy and practice, both locally and globally.
Good-quality and timely data from health information systems are the foundation of all health systems. However, too often data sit in reports, on shelves, or in databases and are not sufficiently utilized in policy and program development, improvement, strategic planning, and advocacy (43) . Where available, central health registries can provide useful and detailed data regarding the use of routine telemedicine nationally. We therefore recommend the use of these sources. However, the example of the NPR shows that these data might cover only part of the overall telemedicine usage. A framework for reporting telemedicine utilization, including a combination of different methods (e.g. quantitative and qualitative), allows one not only to assess more aspects but also to corroborate the findings, which results in more robust conclusions (44) . Where limited data are available from health information systems, a survey conducted at the hospital level is able to embrace the whole spectrum of telemedicine activities which are part of the routine practice of healthcare professionals. A survey based on standardized questionnaires can be used to identify routine telemedicine services and to collect, for each service, a standard minimum dataset including the medical field, a short description of the telemedicine service, the type of technology or modality (synchronous, asynchronous, or both), the type of equipment and technical requirements, the nature of the consultation (e.g. telemedicine consultation or a home-monitoring service), the level of implementation (e.g. a routine service or project), the institutions involved, the first year of operation, the average caseload (telemedicine episodes) in the previous year, and the last provision of the telemedicine service. Due to countrydependent issues, information regarding organizational, contextual, and policy issues must also be reported together with data from registries and surveys to facilitate international comparison and detect similarities and dissimilarities between high-income countries and lowand middle-income countries, which may have different resources and healthcare systems.
Conclusions
The present study provides objective and up-to-date information regarding the adoption of routine telemedicine in Norway at regional, institutional, and clinical levels. We reported both quantitative data collected through a national registry, and more qualitative and detailed data regarding routine telemedicine services collected through a survey. Routine telemedicine in Norway has been widely adopted. The percentage of hospitals adopting telemedicine is high, and examples of routine telemedicine can be found in several clinical specialties.
However, the level of use of telemedicine in Norway is rather low, with significant potential for further development as an alternative to face-to-face outpatient visits.
Our research findings contribute to bridging the gap between policy and practice regarding telemedicine services and therefore improving the current debate concerning the routine use of telemedicine in healthcare systems. On one hand, decision makers, governments, and healthcare authorities can monitor and take effective policy actions about the adoption and utilization of telemedicine services at the healthcare system level. On the other hand, health practitioners can be informed better about the benefits of adopting telemedicine in their practice and access targeted incentives which can result in an increase in the number of outpatient visits performed through telemedicine. We believe that these actions might lead to a positive change in the future use of routine telemedicine in Norway, thus moving from face-to-face visits to teleconsultations via videoconferencing as has occurred in some settings elsewhere. 
